
HOSPITAL CARE ASSURANCE APPLICATION/ UNINSURED 
FINANCIAL ASSISTANCE APPLICATION 

Patient Name: __________________________________________  Medical Record Number: _____________________     Account Number: __________________ 

Address: _________________________________________________  City: ______________________________  State: _______________  Zip Code: _________ 

Month of Service: _________________________________________________ Family Member Interviewed: ____________________________________________ 

Patient’s Date of Birth: _________________________________________ Responsible Party: _______________________________________________________ 

Patient’s Phone Number: ______________________________________  Relation to Patient: _______________________________________________________ 

❑ Yes ❑ No

❑ Yes ❑

❑ Yes  ❑ 
   Group # 

❑ Yes ❑

Income for 3 Months Income for 12 Months 

TOTALS 

Additional family members may be added on the back of this sheet. This application is valid for ninety (90) days only. A new or updated application is required for each month in which services are provided. Please 
return all financial assistance applications to Patient Financial Services at HCAP@lakehealth.org or 7590 Auburn Rd., Concord Twp., OH 44077, or any Lake Health location.  
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